Please note: Starting 30 minutes before the program begins, you
should hear hold music after logging in to the webinar room. The
room will be silent at other times. If you experience any technical
difficulties, please contact our help desk at 877‐297‐2901.

We will begin shortly!
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Learning Objectives
• At the completion of this educational activity, the learner will be able to:
– Describe the latest NCCI guidance and where to locate it
– Apply modifiers to override PTP edits, including how to bypass column‐
one/column‐two code edit pairs effective July 1, 2019
– Appropriately apply modifiers LT, RT, and 50, plus other anatomic modifiers
– Ensure documentation supports modifier 25, 58, and 59 usage as well as other
NCCI modifiers
– Differentiate between modifiers 25 and 27
– Understand the rationale behind a few modifiers that were added for 2019
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Disclaimer
• Every reasonable effort has been taken to ensure that the educational
information provided in today’s presentation is accurate and useful.
Applying best practice solutions and achieving results will vary in each
hospital/facility situation.
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Agenda
• Chapter 1: Correct Coding Policies
– Overview of PTP edits and MUEs
– General guidance for assigning NCCI‐associated modifiers

• Chapters 3–8: Surgical Services
– Examples of how to apply modifiers LT, RT, 50, and other anatomic modifiers
– Appropriate application of modifier 58 in the outpatient setting

• Chapters 9 and 10: Radiology and Laboratory Services
– Modifiers commonly reported with CPT® codes for radiology and laboratory services
– New guidance for reporting laboratory panels and repeat testing

• Chapter 11: E/M and Medicine Services
– Clinical scenarios for reporting visit modifiers 25 and 27
– Correct use of modifier 76 for inhalation treatments
– Special considerations for drug administration services

• New HCPCS modifiers for 2019
– Proper application of modifiers ER, G0, CO, and more

• Live Q&A
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National Correct Coding Initiative (NCCI)
Overview and Chapter 1
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NCCI Defined
• The National Correct Coding Initiative (NCCI) drives bundling edits:
– The NCCI was developed by CMS to prevent inappropriate payment of services
when incorrect code combinations are reported (i.e., codes that should not be
billed by the same provider for the same patient on the same date of service)
– NCCI edits are used by Medicare carriers and other payers in adjudicating claims
– Information about the edits can be found on the CMS website at the following link:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html?redirect
=/NationalCorrectCodInitEd/01_overview.asp#TopOfPage
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NCCI Defined (cont.)
• NCCI Toolkit
– CMS has published a very helpful guide to assist in navigating and understanding
the Medicare NCCI tools

http://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNProducts/Downloads/How‐To‐Use‐NCCI‐Tools.pdf
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NCCI Defined (cont.)
• There are three types of NCCI edits:
– Procedure‐to‐procedure (PTP) edits
– Medically unlikely edits (MUEs)
– Add‐on code edits (since 2013)

• The latest version of each edit file is available on the CMS website:
– Quarterly changes to PTP edits and MUEs are posted on a separate “Quarterly NCCI and
MUE Version Update Changes” page
– Quarterly changes for add‐on code edits are on the home page for add‐on code edits

• New version of the NCCI Manual was published effective January 1, 2019,
which:
– Contains added text to most sections (in red italicized font) for new or updated coding
guidance for particular services
– Can be downloaded from:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html?redirect=/n
ationalcorrectcodinited/
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PTP Edits
• Procedure‐to‐procedure (PTP) edits
– These prevent inappropriate payment of services that should not be reported
together. Each edit has a column one and column two HCPCS code. If a provider
reports the two codes of an edit pair for the same beneficiary on the same date of
service, the column‐one code is eligible for payment but the column‐two code is
denied unless a clinically appropriate NCCI‐associated modifier is also reported.*
Here is an example from the April 1, 2019 Hospital PTP file:
G0463
G0463
G0463
G0463

92012
92014
92227
92228

20140701
20140701
20140701
20140701

*
*
*
*

1
1
1
1

G0463 93792 20180101 * 1
G0463
G0463
G0463
G0463
G0463

93793
94002
94003
94004
95831

20180101
20140701
20140701
20140701
20140701

*
*
*
*
*

1
0
0
0
1

More extensive procedure
More extensive procedure
CPT Manual or CMS manual coding instructions
CPT Manual or CMS manual coding instructions
Misuse of column two code with column one
code
Misuse of column two code with column one
code
CPT Manual or CMS manual coding instructions
CPT Manual or CMS manual coding instructions
CPT Manual or CMS manual coding instructions
Standards of medical / surgical practice

* See next slide
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PTP Edits – New Info for 2019
• Note: Effective July 1, 2019 and after, CMS will allow modifier 59 (distinct
procedural service) and its subset of X{EPSU} modifiers to be appended to
both the column‐one and column‐two codes in the National Correct
Coding Initiative (NCCI) procedure‐to‐procedure (PTP) edits. Until then,
an appropriate NCCI modifier may be appended only to the column‐two
code to bypass the edit.
• To read more, go to:
https://www.cms.gov/Regulations‐and‐
Guidance/Guidance/Transmittals/2019Downloads/R2259OTN.pdf
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PTP Edits
• Each PTP edit has one of the following assigned modifier indicators:
– “0” which means that under no circumstances may a modifier be used
– “1” which means an appropriate NCCI‐associated modifier may apply
– “9” which denotes that the code pair’s edit has been deleted and is therefore
irrelevant

• The latest 2019 PTP edits can be downloaded from the CMS website at:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/NCCI‐Coding‐
Edits.html
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NCCI PTP Modifiers
• According to CMS, there are 44 modifiers that can be used, when
appropriate, to bypass PTP bundling guidelines. Documentation in the
medical record must satisfy the criteria required by any NCCI‐associated
modifier used.
• The NCCI PTP bypass modifiers include:

• Modifier 59 is always on the list even though it is the modifier of “last resort.”
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/NCCI‐Policy‐
January‐1‐2019.zip
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Add‐On Code Edits
• Add‐on code edits
– These are codes that describe a service that, with one exception (i.e., if two or
more physicians of the same specialty in a group practice provide critical care
services to the same patient on the same date of service), is always performed in
conjunction with another primary service. Beyond this exception, an add‐on code is
eligible for payment only if it is reported with an appropriate primary procedure
performed by the same practitioner and is never eligible for payment if it is the
only procedure reported by a practitioner.
– Listings of such HCPCS add‐on codes with their respective primary codes may be
found in CMS Transmittal 2636, CR 7501, and on the CMS website at:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Add‐On‐Code‐
Edits.html
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Add‐On Code Edits (cont.)
• Add‐on code edits
– Add‐on codes may be identified in
three ways:
• The code is listed in CMS Change
Request (CR) 7501 (or subsequent ones)
as a Type I, Type II, or Type III add‐on
code
• The add‐on code generally has a global
surgery period of “ZZZ” on the
Medicare Physician Fee Schedule
(MPFS) database
• The add‐on code is designated by the
symbol “+” and often accompanied by a
parenthetical note as well

TYPE I ‐ CPT MANUAL, HCPCS MANUAL, AND/OR CMS POLICY DEFINES ALL
ACCEPTABLE PRIMARY CODES
ADD‐ON CODE

PRIMARY CODE(S)

Effective Date

10004

10021

1/1/2019

10006

10005

1/1/2019

10008

10007

1/1/2019

10010

10009

1/1/2019

10012

10011

1/1/2019

10036

10035

1/1/2016

11001

11000

4/1/2013

11008

10180, 11004‐11006

4/1/2013

11045

11042

4/1/2013

11046

11043

4/1/2013

11047

11044

4/1/2013

11101

11100

4/1/2013

Deletion Date

12/31/2018
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MUEs
• MUEs indicate the maximum units of service reportable under most
circumstances for a single patient on a single date of service.
• Not all CPT/HCPCS codes have an MUE.
• Most MUEs are on the CMS website, but there are other MUE limitations
that are not publicized. The confidential values are not to be shared
outside the CMS contractor’s organization.
• The latest 2019 MUEs can be downloaded from the CMS website at:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/MUE.html
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MUEs (cont.)
• MUE values are based on:
–
–
–
–
–
–
–
–

Anatomic considerations (e.g., appendix)
HCPCS code description (e.g., initial hour)
CMS policy (e.g., bilateral surgery indicator)
Nature of the equipment (e.g., wheelchair)
Nature of the analyte (e.g., 24‐hour urine collection)
Nature of the procedure (e.g., overnight sleep study)
Clinical judgment of physicians and coders
Prior submitted claims data
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MUE Adjudication Indicators
• MUE Adjudication Indicators (MAIs) identify the type of and rationale for
the MUE. They let providers know whether the MUE is a claim‐line edit or
a date‐of‐service edit based on policy or clinical benchmarks. Each of the
MAIs has a different rationale. Check with your Medicare Administrative
Contractor (MAC) for additional guidance as to when it is appropriate to
bypass an edit.
https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNMattersArticles/downloads/MM8853.pdf
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MUE Adjudication Indicators (cont.)
• There are 3 types of MAIs:
– MUEs for HCPCS codes with a MAI of “1”:
• Continue to be adjudicated as a claim line edit.
– MUEs for HCPCS codes with a MAI of “2”:
• Are absolute date‐of‐service edits, i.e., “per day edits based on policy.”
• Have been rigorously reviewed and vetted within CMS and obtain this MAI designation
because units of service on the same date of service in excess of the MUE value would
be considered impossible due to being contrary to statute, regulation, or sub‐regulatory
guidance.
– MUEs for HCPCS codes with a MAI of “3”:
• Are date‐of‐service edits based on “clinical benchmarks.”
• May be paid upon appeal with adequate documentation of medical necessity of
correctly reported units.
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MUE Modifiers
• The 2019 NCCI Policy Manual provides guidance on the appropriate use of
modifiers for MUEs. Note that modifiers 76 and 77 can be used to bypass
MUE edits but not PTP ones:

https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/NCCI‐
Policy‐January‐1‐2019.zip
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NCCI Modifiers
• When using modifiers to override
NCCI PTP, MUE, or add‐on code
edits, remember:
– Be wary of using modifiers simply
for bypassing edits—always go back
to the documentation
– Responsibility for appending varies
significantly from hospital to
hospital
– There has been so much misuse and
confusion regarding modifier 59 that
the OIG has published guidance on
its use

http://oig.hhs.gov/oei/reports/oei‐03‐02‐00771.pdf
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NCCI Manual 2019 Updates – Chapter 1
• Chapter 1: General Correct Coding Policies
– New instructions on bilateral procedures:

– Updated guidance on requesting reconsideration of MUE values:
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NCCI Manual 2019 Updates – Chapter 1 (cont.)
• Chapter 1: General Correct Coding Policies
– Change from “may” to “should” regarding lab panels and reference to Chapter 10,
which will be covered in more detail later:

– Clarification on biopsies if done in conjunction with another, more extensive
procedure:
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National Correct Coding Initiative (NCCI)
Chapters 3–8
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Integumentary NCCI Policy
Manual Excerpt
• I&D:
• Same site/same session—don’t code
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Integumentary NCCI Policy Manual Excerpt
I&D:
What would you do?
– Patient is a 40‐year‐old female who presents complaining of a swollen tender area in
her abdominal wall. States it is draining fluid. No fevers. She has had previous hernia
surgery repair in the same area.
– In the left mid to lower abdomen there is an area of skin abscess which is draining a
small amount of fluid. When this area of drainage is extended to allow for complete
drainage we can visualize a suture material consistent with a subcutaneous stitch.
This stitch is cut and removed by this examiner during exam. Patient tolerated
procedure well.
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Incision and Drainage Analysis
I&D:
– Option 1:

CPT 10060 (I&D of abscess—simple or single) and
CPT 10120 (Incision & removal foreign body, subcutaneous tissues simple)

– Option 2:

CPT 10120 only

Or
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Incision and Drainage Analysis (cont.)
• They do not bundle:
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Incision and Drainage Analysis (cont.)
• This is a pretty simple one—obviously since this is at the same site, only
CPT 10060 should be billed
• However, what trips some folks up is that these two codes do not
bundle—regardless, it would still be wrong to code both based on NCCI
guidance.
• Extra tip: Just because something doesn’t bundle and you don’t need a
modifier, it doesn’t mean you can code both.
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Musculoskeletal NCCI Policy Manual Excerpt
• Arthroscopy:
• Shoulder = 1 joint
• Do not bypass edits for limited
debridement—regardless of shoulder
area
• Do not bypass edits UNLESS for extensive
debridement with:
⁻ Rotator cuff repair (29827)
⁻ Biceps tenodesis (29828)
⁻ Claviculectomy (29824)
&
• In a different area of the shoulder
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Musculoskeletal Example
• DIAGNOSTIC ARTHROSCOPY AND EXTENSIVE DEBRIDEMENT: A standard posterolateral
arthroscopic portal was made 2 cm medial and inferior to the posterolateral border of the
acromion. The arthroscope was introduced into the glenohumeral joint. Under direct
visualization, an anterior portal was made in the rotator interval. A diagnostic arthroscopy was
performed. There was extensive synovitis in the subcoracoid recess and in the recess superior
to the glenoid labrum. This was debrided using a 4.5 mm shaver and ArthroCare device.
• SUBACROMIAL DECOMPRESSION WITH PARTIAL ACROMIOPLASTY: Next, the arthroscope was
introduced into the subacromial space. An extensive bursectomy and synovectomy was
performed in the subacromial space using a combination of 4.5 mm shaver and the ArthroCare
device. There was a large acromial spur; therefore, a standard anterolateral portal was made
and a 4.5 mm shaver was used on bur mode to perform a partial acromioplasty.
• SUBCORACOID DECOMPRESSION: There was extensive synovitis in the region between the
subscapularis tendon and the coracoid. This was debrided using a combination of 4.5 mm
shaver and ArthroCare device. The inferior surface of the coracoid was exposed. The interval
between the coracoid and subscapularis was greater than 8 mm; therefore, partial
coracoidplasty was not performed.
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Musculoskeletal Analysis
I&D:
– Option 1:

CPT 29823 (Arthroscopy, shoulder, extensive debridement) and
CPT 29826 (Arthroscopy, shoulder, surgical decompression)

– Option 2:

CPT 29826 or 29823 only?

Or

These codes do not bundle.
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Musculoskeletal Analysis (cont.)
• Note with careful reading of the guidelines, it states when codes bundle,
don’t bypass them unless …
• In this case, the codes do not bundle, so both may be coded without a
problem
• Also, CPT 29826 is an add‐on code billable with CPT 29823 as the base
code
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Musculoskeletal Analysis
(cont.)
• Some bundling edits for
CPT 29813
• Cannot bypass
regardless of shoulder
area
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Digestive NCCI Policy Manual Excerpt
Hernias:
• Do not code if at incision site of
other procedure
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Hernia Example
• Attention was turned to the abdomen. Two clamps were placed peri‐umbilically and
the abdomen was tented. A needle was inserted into Palmer's point and CO2 gas was
connected to allow for an adequate pneumoperitoneum. A port was entered into
Palmer's point under direct visualization. A large umbilical hernia was noted. An
incision was then made about 4‐5 cm superior to the umbilicus, being careful to avoid
the hernia site. Trocar was then inserted into this site. Initial inspection revealed no
signs of trauma and no evidence of bleeding. Robotic accessory ports were placed in
into the left and right lower quadrants, and 11 mm bladeless ports were placed into
the left and right upper quadrants. All ports were placed under direct visualization.
• It became evident that the hernia would need to be removed from the abdominal wall
for proper examination of the pelvis. Using the forceps and cautery, the hernia was
removed from the abdominal wall. Hemostasis was noted to be achieved.
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Hernia Example (cont.)
• The round ligaments were then grasped bilaterally, fulgurated w/forceps and cut
w/monopolar cautery. The peritoneum was then extended superiorly on both sides. The IP
ligaments were then skeletonized bilaterally. The ureters were then identified deep within
the retroperitoneum on both sides. The bilateral IP ligaments were then cauterized
w/forceps and divided with robotic scissors. Hemostasis was noted to be excellent.
• A bladder flap was then created using a combination of monopolar cautery and sharp
dissection. The peritoneum was then taken down posteriorly to the level of the KOH ring
bilaterally. The uterine arteries were then skeletonized bilaterally. The ureters were then
identified bilaterally and noted to be well lateral to the uterine vessels. The uterine vessels
were then grasped w/forceps and coagulated. They were then cut w/scissors. Hemostasis
was noted to be excellent. Anterior and posterior colpotomies were then performed
w/monopolar cautery. The cardinal ligaments and uterosacral ligaments were serially
grasped w/forceps, fulgurated, and cut using scissors.
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Hernia Example (cont.)
• The uterus was then delivered through the vagina. The vaginal cuff was then
reapproximated at the angles using a 0‐vicryl suture. The remainder of the cuff
was reapproximated using a 0‐Stratafix suture in a running fashion. The pelvis
was irrigated. There was no bleeding noted. Ureters were re‐identified
bilaterally and noted to be without evidence of hydroureter. Surgicel® was then
placed across the vaginal cuff.
• The site where the hernia was removed was again reexamined. Due to concern
for possible reincarceration of hernia, chose to close the peritoneum with
interrupted 2‐0 Silk suture. This was performed without difficulty. Hemostasis
was noted.
• The daVinci surgical system was then undocked. Pneumoperitoneum was
released, trocars were removed. The incisions were re‐approximated w/ 4‐0
monocryl suture and the skin was reapproximated using dermabond.
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Hernia Analysis
• Do we code the hernia repair?
• No; however, this is a toughie—but the repair appears to be made for
visualization to the pelvis for the primary procedure and was discovered at
the site of incision.
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Other NCCI Surgery Guidance
Integumentary
• Here’s a coding tip on correct coding
of adjacent tissue transfers (ATT)
• Note: To code ATT, it must be the
physician’s intention to make an
adjacent transfer and not to simply
close the wound
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Other NCCI Surgery Guidance
Breast
• A bit tricky, but just think of the
excision (or biopsy) where the
frozen section is performed and the
decision for mastectomy is made;
code both
• Modifier 58 gets a bit tricky here
because it is to be attached to the
2nd procedure—make sure A/R
checks payment
• If the pathology is being performed
after the more extensive service, do
not code the biopsy
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Other NCCI Surgery Guidance
Musculoskeletal
• If arthroscopy is just to get a lay of the land
but an open procedure is the truly planned
procedure, do not code the arthroscopy
• If the arthroscopy is truly diagnostic, and the
decision to perform the open procedure is
made based on the scope, it’s OK to code both
(modifier 58 vs. 59)
• However, if there is a diagnostic scope then an
attempted treatment scope that fails and is
converted into an open procedure, only the
open procedure can be coded (it might seem
as if you should be able to get the diagnostic
scope, but you can’t)
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Other NCCI Surgery Guidance
Musculoskeletal (cont.)
• What is needed before coding the
synovectomy:
⁻ Only the synovectomy is
performed or
⁻ Synovectomy is in at least 2
compartments that are
separate from the therapeutic
procedure(s)
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Other NCCI Surgery Guidance
Musculoskeletal (cont.)
• Follow‐up doesn’t apply to
outpatient hospitals (unless on
same day as primary procedure).
• Treatment of fracture without
definitive px (just the cast, splint,
or strap) must use the
cast/splint/strap CPT codes.
• What if the definitive treatment
is non‐reduced casting?
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Other NCCI Surgery Guidance
Respiratory
• Really the same guideline that we
discussed in Breast—if the
decision for more extensive
surgery was made (truly) based
on the biopsy, both may be
coded
• Remember, that means a path
result must be obtained before
the decision for more extensive
surgery
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Other NCCI Surgery Guidance
Cardiovascular
• Just to repeat CPT directives:
⁻ You may bill a diagnostic
angiography in addition to
therapeutic procedures
when:
• It is truly diagnostic
• The therapeutic procedure does
not already include the
diagnostic angiography
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Other NCCI Surgery Guidance
• There are specific times when a repeat diagnostic angiography at the same
session of intervention may be reportable:
– The interval between the original diagnostic study and the actual intervention is
unusually long and disease progression could occur and the pathology/anatomy
may be changed.
– The initial diagnosis was incomplete, and not clearly documented. This might be
when modifier ‐52 would be useful.
– A clinical change occurs between the time of the diagnosis and the treatment.
– Imaging at the time of treatment shows significant differences from the original
diagnosis, necessitating repeat imaging.
– A significant clinical change occurs during the treatment procedure necessitating a
repeat of the diagnostic study.
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Other NCCI Surgery Guidance
Cardiovascular
• Pretty straightforward, but
remember, the x‐ray is for a
diagnostic purpose (not for
position confirmation or
pneumothorax); both are okay to
bill
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Other NCCI Surgery Guidance
Digestive
• Again, pretty obvious, but since
they are different body systems,
this is an important note:
⁻ Different scopes
⁻ Rationale for both
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Other NCCI Surgery Guidance
Digestive (cont.)
• Hospitals don’t have the option
of modifier 22, so what should
we do to capture extensive lysis
of adhesions?
• It depends on the payer, but a
thought:
⁻ Code unlisted and submit this
excerpt plus the record and
recommend the 44005/44180
as comparable codes
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Other NCCI Surgery Guidance

Nervous
• Just make sure you choose the
right code; do not code the
“without imaging guidance” and
then add the image code.
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National Correct Coding Initiative (NCCI)
Chapters 9 and 10
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NCCI Radiology Modifiers
• Modifiers LT/RT/50
– While there are a number of anatomical and laterality modifiers, a few of the most
common are LT (left side), RT (right side), and 50 (bilateral procedure;
procedures/services that occur on identical, opposing structures)
– Applicable to surgical and imaging services
– Can report one line appending modifier 50 with one unit of service, or in lieu of the
50 modifier, report the RT and LT modifiers as follows:
• One line with both RT and LT using two units of service
• Two lines using RT and LT with one unit of service on each line
https://www.cgsmedicare.com/partb/pubs/news/2013/0813/cope22855.html
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NCCI Radiology Modifiers (cont.)
• Modifier GG
– Defined as “Performance of a screening mammography and diagnostic
mammography on the same patient on the same day”
– Guidelines/instructions:
• Medicare allows additional mammogram films to be performed without an
additional order from the treating physician
• When the radiologist’s interpretation of screening mammography results in the
performance of diagnostic mammography on the same day for the same
patient, both tests will be reimbursed
• For tracking and data collection purposes but does not impact payment
• Can be reported in conjunction with a laterality modifier
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NCCI Manual 2019 Updates – Chapter 9
• Chapter 9: Radiology Services
– Updated guidance for deleted fluoroscopy code:

– Updated guidance on requesting reconsideration of MUE values:
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NCCI Laboratory Modifiers
• Modifier 91
– Is for “repeat clinical diagnostic laboratory procedures” paid under the CLFS. Note
that each service repeated must be medically necessary (i.e., by physician order) to
obtain subsequent reportable test values. For panel testing, NCCI contains edits
pairing each panel code (column‐one code) with the corresponding individual
laboratory tests that are included in the panel (column‐two code).
– Should not be used:
• For poor specimen collection or to validate original results
• For stat results when the original has not yet been received
• If another code can be used to capture all the services (e.g., GTT)
– Must be supported by documentation indicating that it was distinct or separate
from other lab services on the same date of service.
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NCCI Laboratory Modifiers (cont.)
• Modifier 91 vs. 59
– CPT Assistant, June 2002, clarified when modifier 59 vs. 91 should be used.
Basically, modifier 59 should be reported when different “types” of specimens are
obtained and can be used if the tests are run simultaneously, concurrently, or in
separate sessions on the same date in order to obtain multiple results. So “different
types of specimens” is the key phrase here.
– Modifier 91 would be used when the physician specifically wants to repeat the
same lab test and same specimen type at a later time on the same date to see if
the result is different.
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NCCI Manual 2019 Updates – Chapter 10
• Chapter 10: Pathology/Laboratory Services
– Clarification of multiple test results:

– Reporting organ‐ or disease‐oriented panels:

– Limitations on definitive drug testing:
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NCCI Manual 2019 Updates – Chapter 10 (cont.)
• Chapter 10: Pathology/Laboratory Services
– Use of unlisted code for molecular pathology:

– Updates to immunology allergen testing:
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National Correct Coding Initiative (NCCI)
Chapter 11
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NCCI E/M Modifiers
• Modifier 25
– May be used to indicate a “significant, separately identifiable evaluation and management
service by the same physician on the same day of the procedure or other service.”
• Note that the same physician/practitioner does not have to conduct the procedure
and the E/M service in order for modifier 25 to apply in the facility setting. What is
important is that the same facility provided the procedure and the E/M service.
– Should be used in conjunction with:
• E/M service codes including G0463, which replaced codes 99201–99205 (new visit)
and 99211–99215 (established visit) in 2014, the ED E/M codes 99281–99285, and
critical care (99291).
• Procedure codes having a payment status indicator of “S” or “T” under the outpatient
prospective payment system (OPPS) to avoid triggering an Outpatient Code Editor
(OCE) edit.
Remember: Modifier 25 is appended to the E/M code, not the procedure.
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NCCI Modifier ‐25 Case Scenarios
• Patient is seen in the ED after a fall with shoulder pain. X‐rays are
performed.
– Can we bill E/M with modifier 25 in addition to x‐rays?
• Answer: Yes, an E/M service would generally be medically necessary in this
instance to assess for other injuries related to the fall

• Patient presents to outpatient clinic for scheduled wound care. Wound
care nurse assesses current state of wound and begins CPT 97597
(debridement).
– Would the facility bill an E/M code in addition to the wound care?
– If so, would modifier 25 apply?
• Answer: No, an E/M would not be appropriate unless unforeseen circumstances
arise or patient presents with new wounds/health issues requiring assessment
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NCCI E/M Modifiers
• Modifier 27
– Defined as “multiple outpatient E/M encounters on same date”
– Guidelines/instructions:
• Applicable to hospital outpatients when there is utilization of hospital resources
related to separate E/M encounters performed in multiple outpatient settings
on one date of service
• Does not replace condition code G0
• Used on subsequent E/M codes when more than one is provided to indicate the
E/M is a separate and distinct encounter
• Should only be needed when same UB‐04 revenue code is being used on both
E/Ms
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NCCI Modifier 27 Case Scenarios
• Patient goes to the emergency department (ED) in the morning for fever
and later that day goes back to the ED for a finger fracture
– How would this be reported?
• Answer: Bill the first claim for the first ED visit and related charges. Bill the
second claim for the second ED visit ONLY (Emergency visit = revenue code 045X
plus E/M code) including the condition code G0 and modifier 27. All other
charges should be on the first claim.

• Patient presents to the ED in the morning for a fever and later that day
goes back for fever
– What would the claim(s) look like?
• Answer: Bill one claim since the second visit is related to the first visit. The claim
would contain one visit code and incorporate all charges for both visits.
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NCCI Manual 2019 Updates – Chapter 11
• Chapter 11: E/M and Medicine Services
– New guidance and coding for psychiatric services:

– Orthotic and prosthetic training involving multiple practitioners:
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NCCI Manual 2019 Highlights – Chapter 11
• The following are not new for 2019 but highlight a few “pain points” in
Chapter 11: E/M and Medicine Services:
– Units of service and use of modifier 76 for inhalation treatment:

– Reporting modifier 25 with drug administration:
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HCPCS Modifiers
New for 2019
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A Few New HCPCS Modifiers for 2019
• Modifier ER
– Defined as “items and services furnished by a provider‐based, off‐campus
emergency department”
– A billing modifier required with every claim line for outpatient hospital services
furnished in an off‐campus, provider‐based emergency department, which meets
the definition of a “dedicated emergency department” as defined in 42 Code of
Federal Regulations (CFR) 489.24 under the Emergency Medical Treatment and
Labor Act (EMTALA) regulations
– Not applicable to critical access hospitals
– To read more, go to:
https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNMattersArticles/Downloads/MM11099.pdf
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A Few New HCPCS Modifiers for 2019 (cont.)
• Modifier G0
– Defined as “telehealth services for diagnosis, evaluation, or treatment, of
symptoms of an acute stroke”
– An informational modifier valid for:
• All telehealth distant site codes billed with place of service (POS) code 02 or
Critical Access Hospitals, CAH method II (revenue codes 096X, 097X, or 098X); or
• Telehealth originating site facility fee, billed with HCPCS code Q3014
– To read more, go to:
https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNMattersArticles/Downloads/MM10883.pdf
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A Few New HCPCS Modifiers for 2019 (cont.)
• Modifiers CO and CQ
– Defined as:
• CO: “Outpatient occupational therapy services furnished in whole or in part by
an occupational therapy assistant (OTA)”
• CQ: “Outpatient physical therapy services furnished in whole or in part by a
physical therapist assistant (PTA)”
– Payment modifiers to be used when an OTA or PTA provides more than 10% of the
service in preparation for CMS’ plans to more completely revamp therapy services
in the 2020 Medicare Physician Fee Schedule (MPFS)
– Should be appended on the same line of service as the respective PT, OT, or SLP
therapy modifiers (GP, GO, GN) when applicable
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A Few New HCPCS Modifiers for 2019 (cont.)
• Modifier QQ
– Defined as “ordering professional consulted a qualified clinical decision support
mechanism (CDSM) for this service and the related data was provided to the
furnishing professional”
– A voluntary reporting modifier effective July 1, 2018 that may be:
• Used when the furnishing professional is aware of the result of the ordering
professional’s consultation with a CDSM for that patient;
• Reported on the same claim line as the CPT code for an advanced diagnostic
imaging service furnished in an applicable setting and paid for under an
applicable payment system; and
• Reported on both the facility and professional claim
– To read more, go to:
https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNMattersArticles/Downloads/MM10481.pdf
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Questions & Answers

Sarah L. Goodman, MBA, CHCAF, COC,
CCP, FCS
President/CEO and Principal Consultant
SLG, Inc.

Susan E. Garrison, CHCA, CHCAS, CCS‐P,
CPAR, CPC, COC
Executive Vice President of Healthcare
Consulting Services
Med Law Advisors

Submit a question:
Go to the chat pod located in the lower left corner of your screen.
Type your question in the text box then click on the “Send” button.
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Thank you for attending!
Continuing education credits are available for this program.
Please visit the materials download page for the CE information,
which includes a list of the credits available, their expiration dates, and
the link to the program evaluation that you must complete
in order to receive your credits or a general certificate of attendance:
http://hcproevents.hrhero.com/materials.cgi?81790:.mlsp.:YHHA050919A

We kindly request that they forward it to everyone in your group.
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This concludes today’s program.
Please consider participating in our upcoming webinar event:

Strategies for Successful CPT Coding of Lower‐Extremity Interventional Radiology
Presented: Tuesday, June 18, 2019 | 1:00–3:30 p.m. Eastern
Visit our website for details on this program:
https://hcmarketplace.com/cpt‐coding‐strategies
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